SYNOPSIS
States are required to provide a public health screening for all newly arrived refugees in the United States. 1 In 1997, a comprehensive program was created to include both a physical examination and a mental health screening. 2 This article provides a complete description of the mental health screening process, including two illustrative cases, and reports information about the refugees who participated in the program. Ten percent of screened refugees were offered mental health referrals; of those, 37% followed up. Refugees who presented for treatment reported a higher number of symptoms upon screening compared with those who were offered referrals but did not follow up. Psychiatric evaluation confirmed that those who screened positive and presented for treatment were experiencing a high level of suffering and qualified for mental health diagnoses. The findings support inclusion of a mental health screening as part of the public health screening.
THE NEED FOR MENTAL HEALTH SCREENING IN REFUGEES
Refugees are individuals who have been forced to leave their homeland and are unable to return because they have experienced persecution or have a well-founded fear of persecution. Persecution can be related to race/ethnicity, nationality, religion, political opinions, or membership in a particular social group. 3 Refugee populations have been shown to have a high prevalence of several mental disorders, including post-traumatic stress disorder (PTSD), depression, substance abuse, somatization disorder, and traumatic brain injuries. [4] [5] [6] [7] [8] [9] The prevalence of psychiatric symptoms is high in non-clinical as well as clinical refugee populations. 5, [7] [8] [9] [10] [11] [12] [13] [14] The predisposal to psychiatric symptoms and disorders that many refugees experience may be due to several risk factors including exposure to war, state-sponsored violence and oppression, internment in refugee camps, displacement to a new country, loss of family members and prolonged separation, low socioeconomic status, and unemployment. 4, 15, 16 In addition, refugees must adapt to new societies that may present unfamiliar languages and cultures.
Earlier investigators have suggested that mental disorders in refugees tend to emerge only after an "incubation" period lasting several months after resettlement. 17, 18 Beiser found that the peak onset of depressive symptoms for a group of Southeast Asian refugees in Canada occurred approximately 10 to 12 months after arrival. 19 More recent studies suggest that significant psychiatric symptoms may be present even during the first few months after arrival. 8 These studies raise the question of whether early intervention might be helpful.
Investigators have suggested various cultural and pragmatic factors that constitute barriers to mental health treatment for refugees. [20] [21] [22] [23] One barrier concerns the fact that Western approaches to treating emotional or behavioral disorders are not consistent with customary practice in many parts of the world. Elsewhere, treatment of mental/emotional conditions is often considered to be the domain of folk healers or religious figures. A high degree of stigma regarding mental illness may exist. Other barriers include lack of transportation, conflicts with work, need for child care, and difficulties with the English language. 24, 25 Refugee mental health programs must address these barriers to be successful.
A comprehensive refugee health screening program in Colorado was first described in 1999. 2 The purpose of this paper is to describe the mental health screening and referral process that grew from this design and to present results from the first 21 months of data collection. The population and its mental health findings, including utilization of specialty mental health services and the relationship between mental health symptoms and the war-torn status of country of origin, are also explored. With more attention paid to mental health issues early in the resettlement process, daily functioning and long-term adjustment of at-risk individuals may be improved.
A MODEL FOR MENTAL HEALTH SCREENING

Population and setting
Prior to September 2001, approximately 80,000 refugees were admitted to the United States annually. Approximately 1,200 refugees per year resettled in Colorado; of these, approximately 1,000 came to the metropolitan Denver area. [26] [27] [28] During the course of this study, from September 30, 1999 , through June 30, 2001 , refugees arrived in Denver from 24 countries of origin including, most frequently, Bosnia, Russia, Ukraine, Sudan, Somalia, Ethiopia, Afghanistan, Burma, Vietnam, Iran, and Iraq (see Table 1 ). Within three months of arrival in Denver, refugees were directed by resettlement agencies to a free health screening provided by University of Colorado Departments of Family Medicine and Psychiatry and the Colorado Department of Public Health and Environment. 2 Of the 1,680 refugees who resettled in Denver, 1,580 (94%) presented for the routine health screening. [26] [27] [28] The following is a detailed description of the program's mental health screening and referral process and data collected from 1999 through 2001. The Institutional Review Board at the University of Colorado Health Sciences Center approved this study.
Screening protocol
For each refugee, a mental health screening was performed by a team composed of a case manager from a publiclyfunded resettlement agency, a primary care nurse experienced with culturally diverse populations, a primary care physician, and if needed, a psychologist or psychiatrist with extensive cross-cultural experience. Case managers are often refugees' first contacts in America, and they are responsible for assisting refugees with finding housing, applying for jobs, attending English language classes, attending the health screening, and, if needed, obtaining medical care. Case managers are excellent sources of information regarding the overall functioning of a refugee family. During the course of this project, case managers received training from mental health staff members regarding observable ways in which poor mental health may impact functioning. As the first step in screening, case managers reported to nurses whether their refugee clients were having difficulties with emotional or behavioral functioning. As the next step, a nurse then took a past medical history, including history of imprisonment, maltreatment, head injury, seizures, or learning difficulties (especially in children). 2 The nurse then gave a brief (five minute) educational session to each refugee family, describing psychiatric symptoms of adjustment, depression, and PTSD, and providing reassurance that experiencing some of these symptoms is normal. The nurse paid close attention to emotional cues in voice and body language of the clients during this part of the evaluation.
The nurse then gave refugees who were aged Ͼ18 years a self-reported, 25-item psychiatric symptom checklist (see right). 2 The checklist, derived from the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), included all the symptoms required for a diagnosis of depression, most items required for a diagnosis of PTSD, and two symptoms of panic attacks. 29 It was designed to capture mental health symptoms common to refugee populations in a format that was brief and easy to administer; it was translated into 12 languages. If refugees were illiterate, or if a translation for the language in question was unavailable, then the questions were read by a nurse and translated by a trained interpreter. Refugees were asked to indicate the presence or absence of symptoms by stating "yes" or "no."
Two days after this initial clinic visit, refugees returned to the clinic for reading of Tuberculin skin tests, collection of stool samples, physical examinations, and completion of the mental health screens by physicians in training in family medicine. Physicians looked for physical signs of maltreatment, obtained a brief pre-migration, migration, and postmigration history, and re-addressed concerns raised by case managers, nurses, and the symptom checklist.
Children underwent a slightly different protocol than adults. Information regarding children's functioning was elicited from case managers, parents, and physicians' examinations; however, children were not asked to complete the checklist for several reasons. First, the checklist was not designed for children of such a large age range. According to the age of the child, answers to the questions might vary in their degree of accuracy. Second, staff members had little training in conducting this type of interview with children. Additionally, inadequate time existed for staff members to obtain consent from parents to interview children and to develop the type of rapport necessary to get accurate responses to the questions from the children.
Based upon the completed child or adult profile, screening nurses and resident physicians confered to determine whether an individual was likely to have a psychiatric disorder that would significantly impair the ability to work, attend school, or interact with other people. If so, then the result of the screening was defined as positive. Because cultural factors
Symptom checklist completed by adults at screening
Instructions: Please indicate the presence or absence of the following symptoms by circling the corresponding number. that remind you of the horrible events that occurred before coming to the U.S. 22) Avoiding talking about these events or experiences 23) Feeling detached from everyone 24) Startling easy (more so than before) 25) Feeling irritable, having outbursts of anger could influence symptom endorsement by adult refugees on the checklist, we did not use a cut-off number of symptoms on the checklist to determine a positive screen (see Case No. 1). We considered both number and severity of symptoms (e.g., sadness vs. suicidal ideation), along with other information obtained from nurses, case managers, and the physicians' examinations during screening. In cases of uncertainty or urgency, the psychiatrist or psychologist was consulted (see Case No. 2). Individuals who screened positive were referred to either a psychiatrist or psychologist who had considerable experience conducting diagnostic interviews using DSM-IV and dealing with war trauma in the cross-cultural context, or to one of their trainees. Referrals were tracked to confirm whether refugees actually scheduled and kept mental health appointments. Diagnoses were made using clinical interviews, not a structured interview format, because we considered open-ended interviews more likely to facilitate rapport with clients, and because we placed clinical care ahead of our research agenda.
Case illustrations
Case No. 1. A 38-year-old woman from a Middle Eastern country arrived in the United States with her husband and four children two months before her clinic visit. Her case manager informed staff members that the woman did not interact with her small children. She looked briefly at the symptom checklist and decided not to fill it out. When a nurse attempted to give her a routine vaccination, she began screaming uncontrollably. Her husband informed the nurse and physician that in her country of origin, she had been imprisoned, raped, beaten, and threatened with death. The nurse and physician agreed that mental health referral was indicated. She initially declined referral, but later agreed after assurances that the psychiatrist would pay close attention to her multiple physical complaints. Upon referral, she received diagnoses of PTSD and psychotic depression. Her symptoms improved markedly with antidepressant and antipsychotic medication, psychotherapy, and case management over several months.
Case No. 2.
A 40-year-old man from the former Yugoslavia arrived in Denver with his wife and one of his two children one month prior to his health screening. He was of Serbian race/ethnicity, had taken refuge in Serbia, and had been forced by the Serbian government to relocate to Kosovo and work in a mine. His case manager was unaware of any particular problems that he or his family were having, but he endorsed most of the symptoms of PTSD and a few depressive symptoms on the screening checklist. The client informed nursing staff members that these symptoms were extremely disturbing to him and he readily accepted a mental health referral. The client, who had been forced to relocate with his family several times during the conflicts in Bosnia and Kosovo, had spent several months in Kosovo hiding in a basement. He was now terrified of leaving his residence alone and experienced panic attacks whenever he did so. His admission diagnosis was PTSD with panic attacks. With antidepressant medication and cognitive/behavioral psychotherapy, his symptoms gradually improved.
FINDINGS
Characterization of population
From September 30, 1999 through June 30, 2001, 1,580 refugees (51.5% male, mean age 27.4 years) from 24 countries of origin participated in the Denver health screening. Among these 1,580 individuals, a total of 146 (9.2%) screened positive (see Table 1 ). The data collection divided the cohort at age 18. Among the 1,058 individuals aged Ͼ18 years, 142 (13.4%) were identified as screening positive (46.6% male, mean age 38 years). Additionally, 4 out of 542 children (0.74%) screened positive based on conversations with parents, as well as behavioral/mental status observations by staff members.
Follow-up mental health treatment
All refugees who screened positive were offered referral to on-site mental health professionals. Fifty-four (37%) actually presented at a later date for mental health treatment services, and 92 (63%) chose not to accept mental health services.
We used a t-test to investigate whether an association existed between acceptance of follow-up treatment and number of items endorsed on the checklist. Of the 146 individuals who screened positive, 128 had filled out a symptom checklist. The mean number of symptoms endorsed was 5.95. The 51 individuals who filled out a checklist, were referred, and presented for mental health treatment endorsed more symptoms (meanϭ7.82; standard deviation [SD]ϭ6.12) at the time of screening than the 77 individuals who were offered referrals but did not present for treatment (meanϭ4.71; SDϭ4.27; t [1, 82] ϭ3.15; pϭ0.002) . These findings were significant for symptoms of depression (t[1,79]ϭ 2.69; pϭ0.009), PTSD (t [1, 91] ϭ2.73; pϭ0.008), and anxiety (t[1,94]ϭ 3.471; pϭ0.001) (see Table 2 ).
Fifty-four refugees, including 51 who filled out a checklist and three who did not, kept appointments for a specialty mental health evaluation by a psychiatrist or psychologist. All 54 were diagnosed with psychiatric disorders: 23 received primary diagnoses of major depressive disorder, 12 PTSD, 14 adjustment disorders, and five psychotic disorders. Most clients had more than one psychiatric diagnosis, but secondary diagnoses were not included in our database. 
Effect of war-torn status
As mentioned above, refugee status is given based on persecution or fear of persecution related to race/ethnicity, nationality, religion, political opinions, or membership in a particular social group. 3 In addition, many refugees have been exposed to war. To explore the effects of this exposure, we determined whether refugees who experienced war were more likely to exhibit psychiatric symptoms. For the purpose of this study, a war-torn region was defined as a region where a major military conflict took place in the 10 years before our data collection. We used a chi-square test to retrospectively investigate whether origin in a war-torn region affected the frequency of mental health problems. More refugees from war-torn countries screened positively for mental health concerns (12%, nϭ119) than refugees from non-wartorn countries (4.6%, nϭ27; χ 2 ϭ20.5; df ϭ1; pϽ0.001).
DISCUSSION
This study supports previous findings that refugees, especially those from war-torn countries, experience significant psychiatric symptoms early in the resettlement process. Also, the study suggests that systematic mental health screening by culturally sensitive staff members using multiple methods to assess mental health distress can quickly and efficiently identify functional impairment due to psychiatric symptoms in newly arrived refugee populations. Among the group who screened positive, the significantly greater number of items endorsed in the checklists of those who presented for treatment suggests that refugees tended to self-select for mental health treatment based on severity of their discomfort. In fact, all the refugees who followed up to receive specialty mental health services met criteria for DSM-IV psychiatric diagnoses.
Four factors were important in ensuring that refugees with positive screens were able to access mental health treatment services. First, physical and mental health services were co-located. Refugees became comfortable with the clinic where the public health screening took place and, therefore, were more likely to return. Second, clinic staff members and case managers were experienced in working and communicating with culturally diverse populations. Third, refugees' contact with case managers and several clinic staff members allowed multiple opportunities for psychological assessment. Fourth, clinic staff members and administrators, case managers and their agencies, and the Department of Public Health had excellent working relationships and maintained communication with each other throughout the screening process. The resettlement agencies actively supported the idea of mental health treatment if it was recommended by clinic staff members.
Several limitations to this study should be addressed. Sensitivity and specificity for the screening process were not determined because diagnostic interviews were performed only with those who presented for treatment. Research is needed on the mental health outcomes of refugees who remained untreated.
Our screening process found only four children with psychiatric disorders. The screening team did not have the time or expertise to interview children, and children did not fill out the checklist, which was designed for adults. Because children did not complete a symptom checklist, screening for children was less in-depth and consisted of information gleaned by staff members from parents and case managers and behavioral observations. Identified children were severely disturbed. Primary diagnoses were schizophreniform disorder (nϭ1), paranoid delusional disorder (nϭ1), PTSD (nϭ1), and major depressive disorder (nϭ1).
While the checklist was helpful in the mental health screening process, its reliability and validity have not been established. Five instruments, for which reliability and validity have been determined, are for use only with culturespecific refugee populations and not for refugees from multiple sites of origin. The instruments are the Harvard Trauma Questionnaire (HTQ) parts I and IV, the War Trauma Scale (WTS), the Hopkins Symptom Checklist-25 (HSCL-25), the Beck Depression Inventory (BDI), and an unnamed scale by Bolton. 30, 31 These instruments are not available in most of the languages used by our clients. [31] [32] [33] Also, the length of two of these checklists (HTQ, WTS) would make them cumbersome to administer during a health screening, and the others (BDI, scale by Bolton, HSCL-25) do not address symptoms of PTSD. Although psychometric properties of the instrument used in this study require further study, its brevity, ease of administration, and availability in 12 languages made it useful for this project.
Out of the 54 total diagnoses, 14 were for adjustment disorder; this was an unexpected finding. Because this mild disorder might be self-limiting, this finding could be an argument against the mental health screening of refugees. A single nurse who preferred to err on the side of caution referred the great majority of patients who were later diagnosed with adjustment disorder. The clinicians responded by offering relatively brief (often one session) and inexpensive treatment.
Future studies should attempt to measure the effects of treatment by comparing longitudinal outcomes between those who screen positive and receive treatment and those who screen positive and remain untreated. Outcomes could be measured by severity of psychiatric symptoms and level of functioning. A third group-individuals who, on the basis of screening, were not referred for further mental health evaluation-should also be followed. The inclusion of this group would help assess the sensitivity of the screening process. Other studies also should attempt to determine what types of treatment are most helpful.
Conclusion
Refugees, particularly those from war-torn regions, exhibit a high prevalence of psychiatric disorders that may be amenable to early intervention. Early detection and support may ease the stress of resettlement and accelerate the process of healing wounds inflicted by a traumatic past. When healing begins early, refugees are less likely to become marginalized and more able to contribute to their families and society. We recommend that systematic mental health screening, psychoeducation, and mental health referral be incorporated into the initial public health examinations for all newly arrived refugees.
